1 in 1689 described as "a nervous consumption," and which Gull 2 in 1874 rediscovered and named "anorexia nervosa" has such a distinct, even dramatic, clinical picture that it is puzzling that with increasing observation and study its clinical description has become blurred and less well denned. Bliss and Branch 3 reviewing the historical development of the concept and the clinical aspects of anorexia nervosa in 1960, failed "to find in the literature a neat solution for differentiating it from other forms of undernutrition."
For their own study, they decided to consider a loss of 25 lb. as a suitable definition of the condition, if the drop in weight was attributable to psychological causes. This overgeneral, colorless definition is a far cry from Morton's "Skeleton only clad with skin," and from Gull's puzzlement: "It is curious to note the persistent wish to be on the move, 'though the emaciation was so great." The definition of Bliss and Branch virtually amounts to an abolition of anorexia nervosa as a distinct clinical entity. VOL. xxrv, NO. 2, 1962 In my experience with disorders of food intake, in undernutntion as well as in overnutrition, I have come to the opposite conclusion, namely that it is essential to delineate differences in the clinical course and psychological manifestations of various torms of eating disorders * Without clearcut distinctions, investigations are meaningless, and appropriate treatment impossible.
Subjects
The following report is based on observations extending over 10 years of 12 patients (3 males and 9 females) whose conditions closely resembled the original picture of anorexia nervosa. Progressive loss of weight had been the outstanding symptom that had led the patients, or more often their families, to seek medical aid. In most cases, the onset was reported as having occurred suddenly in a seemingly well-functioning individual who did not feel sick in spite of the weight loss and who continued to be active. Psychiatric consultations had been arranged only secondarily, in view of the absence of organic causes. I saw only 1 patient within the first year of the illness; the others had been sick, and several had been unsuccessfully in treatment, for 3-61/ 9 years. They had become sick between 11 and 20 years of age: when I first saw them, they were from 14i/£ to 21 years old. Six patients were seen in private practice, and 6, including the 3 male patients, were hospitalized at the New York State Psychiatric Institute.
The female patients had had at least one spontaneous menstruation but were amenorrheic when I saw them. The males were prepubertal or showed only minimal pubertal signs. All 3 were markedly retarded in height and physical maturation, as measured by roentgenographic assessment of the bone age.
Their short stature, scarcely exceeding 5 ft, became a matter of concern for the 3 male patients In contrast, female anorexic patients-who as a rule, are quite short, rarely exceeding 5 ft. 2 in -prefer to be ol slight stature. The question arises as to whether the short stature represents a constitutional factor or is the outcome of the severe malnutrition during the period of active pubertal growth. Only 1 female patient was tall-5 ft. 9 in.; she had been previously overweight and became anorexic at the age of 20.
Older patients were not deliberately excluded from my study, but none having the classic picture came to my attention. On the other hand, undernourished patients exhibiting hysterical symptomatology and those with manifest schizophrenia and depression were not included. Patients with these conditions were studied in equal detail, and the observations were used as a basis for comparison. Also not included were obese patients who had lost large amounts by dieting but whose final weight had stabilized at a figure within the normal range for their height and age. Some showed features similar to those of anorexic nervosa. I have described them previously as a distinct group, terming them "thin fat people" (reference 4, p. 298).
In all patients, repeated and extensive medical studies were carried out, but indications of possible organic causes of their condition were conspicuous by their absence. These patients had previously been seen by other psychiatrists, and many had been in treatment, with and without hospitalization.
My contact ranged from diagnostic evaluation, in 2 cases, to intensive individual psychotherapy, which was prematurely interrupted by 3 patients, but was continued by others for 2-4 years There was also ex-ANOREXIA NERVOSA tended contact with the parents and other family members, for therapeutic and investigative reasons In 1 case, the mother had been in analytic therapy with a colleague, who cooperated in comparing his detailed observations during analysis with what had been recognized as significant aspects of the family interaction in the other families, which I studied less intensively I do not wish to offer deta'ls of the vast amount of clinical and psychodynamic information. The findings were found to be in good agreement with what had been reported in the numerous psychoanalytic and psychosomatic publications of the past decades. The fact that we could confirm (he various and contradictory po'nts emphasized by different writers as having specific osychodynamic significance was puzzling. The multiple similarities suggest that the interpretative mode of inquiry fa ; ls to deal with basic psychological aspects of the disorder and that it leads to the drawing of generalized conclusions from individual observations or from findings that have only secondary significance
Observations
In an effort to recognize common pathognomonic psychological factors, the leading clinical symptoms and the multiple psychodynamic data were examined as manifestations of disturbances in the perceptual and conceptual fields Three areas of functionally disordered psychological experience were recognized.
Disturbance of Body Image
The first symptom is a disturbance in body image of delusional proportions. In all patients, the body weight was well below the normal range, the lowest being 45 lb., recorded in a young man of 18, and the highest being just above 100 lb., in a 21-year-old woman 5 ft. 9 in. in height. The latter patient's "high" weight made her acutely unhappy, her goal being 98 lb. (which would be 40 lb below the median for her height and 15 lb below the lowest weight still within the normal range).
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What is pathognomic of anorexia nervosa is not the severity of the malnutrition per se -equally severe degrees are seen in other malnourished psychiatric patients-but rather the distortion of body image associated with it: the absence of concern about emaciation, even when advanced, and the vigor and stubbornness with which the often gruesome appearance is defended as normal and right, not too thin, and as the only possible security against the dreaded fate of becoming fat. This dramatic denial of illness alone-expressing a delusional disturbance in self-concept and body image-would justify considering these patients as suffering from a specific mental disorder. In other respects, the reality testing of the patients appeared intact, at first. However, on more intimate acquaintance, with progressive isolation due to persistence of the illness, other manifestations of disordered thinking and reality testing were recognized.
Anorexic girls are haunted by the fear of ugliness and are forever concerned with their appearance, while denying the abnormality of their starved bodies. However, there is one exception: They look upon their skeleton-like arms as too thin and are disgusted by their ugliness They become acutely embarrassed when their arms are exposed. The forearms are the only parts of the body continuously in the range of vision. The distorted inner image does not seem to withstand this inescapable and undeniable confrontation with reality. Occasionally a patient will admit to having been shocked by her cadaver-like appearance on catching an unexpected glance of herself in the mirror, failing at first to recognize herself. Usually, within a short time, this self-critical reaction is overruled by the predominant inner picture.
In contrast to the anorexic, undernourished patients who refuse to eat on the basis of hysterical conflicts complain about the loss of weight and about being too thin. Schizophrenics, though showing evidence of marked body-image disturbance, are not specifically delusional about their weight and appearance. Thin fat people, who in their relentless preoccupation with weight are VOL. xxiv, NO. 2, 1962 akin to the anorexics, nevertheless have a normal body weight.
Evaluation of the disturbance in body image is of importance not only as a diagnostic criterion, but also in appraising treatment progress Anorexic patients may gain weight for many reasons or may seem to progress well in psychotherapy Without a corrective change in the body image, however, the improvement is apt to be only a temporary remission. 
Disturbance in Perception
The second outstanding characteristic of the anorexic patient is a disturbance in the accuracy of perception or cognitive interpretation of stimuli arising in the body, with failure to recognize signs of nutritional need as the most prominent deficiency of this type. The disturbance is more akin to inability to recognize hunger than to mere loss of appetite. Anorexic patients are apt to be defensive and uncommunicative on this topic, and it is difficult to give an exact delineation of this conceptual disturbance, because evidence of it depends on patients' reporting self observations. Awareness of hunger and appetite in the ordinary sense seems to be absent, and a patient's sullen statement, "I do not need to eat" is probably an accurate expression of what he feels and experiences most of the time. Even though occasionally hunger may become overwhelming in its biological urgency, usually there is denial and nonrecognition of the pains of hunger, even in the presence of stomach contraction. On the other hand, there are complaints of acute discomfort and fullness after the intake of the smallest amount of food.
The outstanding clinical symptom is the drastic curtailment of the caloric intake. However, much more is involved. There is not only a rigid restriction of the amount of food but the whole eating pattern-food preferences and tastes, eating habits, and manners-is disorganized. My observations contain details as rich in bizarre and outlandish practices as any recorded in the literature. In the analysis of the various facets, those relating to the organistic disorganiza-tion must be differentiated from the secondary interpersonal and social reactions, such as the pretense of eating a meal, provocative lying, secrecy, and hiding of food.
In advanced stages of emaciation, anorexia may be a symptom secondary to the nutritional deficiency, similar to the complete lack of interest in food in late stages of starvation resulting from famine or other extraneous causes. This indifference to food should be differentiated from the spirited way with which the anorexic defends his noneating before the extreme stage of malnutrition has been reached. 3 The nutritional disorganization has two phases, failure of motivation to eat, resulting in noneating, and uncontrollable impulses to gorge oneself, usually without awareness of hunger. Patients identify with the noneating phase, defending it as a realistic expression of their physiological need, and they experience impulsive eating as a loss of control, a submission to external compulsion to do something they do not want to do. They are terrified by this loss of control and express it in the form: "I do not dare to eat. If I take just one bite, I am afraid that I will not be able to stop." In the natural history of the disorder, there are, in some patients, frequent episodes of compulsive eating, resulting in obesity. Others maintain their weight at the lower end of the scale by alternating between such eating binges and starvation.
Sometimes it appears that the patient's weight-regulating function has "gone wild." One girl who had been slightly plump at 13 and had gone on a diet at that time dropped to 74 lb. at 15 and climbed to 174 1b. at 18. There were many dramatic ups and downs between the ages of 13 and 20. The losses and gains during this period added up to more than 530 lb. While under hospital observation, extending over 11/2 years, she went through two episodes of near starvation, with rapid loss in weight, and one of uncontrollable gorging, with even more rapid gain. Not once did she recognize sensations identifiable as hunger or satiation.
In the battle against compulsive eating and in an effort to remove the unwanted
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food from their bodies, many patients resort to the use of laxatives, frequent enemas, or self-induced vomiting. Although these actions are done under the urgent need of keeping the body weight low, other aspects must be considered, namely that here, too, disturbances in the cognitive awareness of regulation and integration play a role.
Another manifestation of falsified awareness of the bodily state is the overactivity which impressed the early writers but which has scarcely been mentioned in the recent psychoanalytically oriented reports with their emphasis on the symbolic significance of food, the tear of oral impregnation, incestuous involvement, and the like. Overactivity is rarely spontaneously mentioned by the patient-certainly not in long-standing cases-but it can be recognized with great regularity if looked for. Sometimes there has been an intensified interest in athletics and sports; more often, these activities appear to be aimless, e g , walking by the mile, chinning and bending exercises, or just refusing to sit down or literally running around in circles. Frequently overactivity appears before the noneating phase. Drive £or activity continues until the emaciation is far advanced. By that time, the actual amount of exercise may not be large but appears remarkable, in view of the state of starvation.
The outstanding psychological significance is the lacking awareness of fatigue and weakness corresponding to the advanced stage of malnutrition. On the contrary, the subjective feeling is that of not being tired and of wanting to do things. Patients who continued in school spent long hours on their homework, intent on having perfect grades. This paradoxical sense of alertness and well being must also be considered an expression of conceptual and perceptual disturbances, a failure to recognize as weakness and fatigue the physiological consequences of malnutrition.
In contrast, noneaters of the hysterical variety are very much aware of their weakness. One such patient, who had developed a distaste for meat after her sister-in-law had had a miscarriage, then could not stand the smell 191 of it, and then felt that all foods smelled like meat, had taken to a wheel chair when her weight had dropped to 90 lb., and expected to be carried when she could not use it. The schizophrenics showed various reactions, usually those of indifference, indolence, and withdrawal. One young woman spent most of her time in bed resting. A young man, troubled by the nonspiritual, animal-like significance of the act of eating, was equally handicapped in his motility, each step appearing to be the outcome of an intense inner struggle.
PSYCHOSOMATIC MEDICINE
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I am not able to say, for lack of sufficient data, whether the failure of sexual functioning and the absence of sexual feelings fall within this area of perceptual and conceptual deficiency. One young woman who had become anorexic at age Hi/i, with the weight dropping as low as 50 lb., and who later suffered from compulsive eating and depression, had remained amenorrheic, although she responded with bleeding to endocrine treatment. She had dates with various young men and indulged in the expected necking and petting behavior, saying that she enjoyed it. However, when she really became involved and fell in love, she suddenly discovered sexual feelings as something quite different from her previous "frozen," stereotyped reactions. Shortly thereafter, she had her first spontaneous menstrual bleeding. Following this experience she became much more articulate in the discriminating description of her altered sensory awareness of eating.
I have stressed the failure of recognizing bodily states as characteristic of anorexia nervosa; in addition, a marked deficiency in identifying emotional states must be mentioned. The limited range of these patients' descriptions of anxiety and other feelings and emotional responses and the fact that even severe depressive reactions remain masked for a long time can be discussed from this point of view.
I have learned to listen and to accept as literal what anorexic patients say about their bodily experiences, foregoing the interpretative and motivational explanations to which we all have become habituated to such an VOL. xxiv, NO. 2, 1962 extent that we have overlooked the fact that these patients experience their bodily sensations in a way that is bewildering and foreign to them, and which they will not or cannot describe unless specifically encouraged. Detailed information may not be forthcoming until considerable therapeutic progress has been made. That it comes then is not only a sign of greater trust in the therapist, but an expression of the fact that as recovery progresses, bodily sensations are more distinctly recognized. Thus a patient will be able to describe in retrospect how confused he had felt about his lack of awareness of bodily sensations.
Sense of Ineffectiveness
The third outstanding feature is a paralyzing sense of ineffectiveness, which pervades all thinking and activities of anorexic patients. They experience themselves as acting only in response to demands coming from other people and situations, and as not doing anything because they want to. The two other characteristics, body image disturbance and misperception of bodily states, may well be subordinated, partial expressions of this over-all sense of ineffectiveness. While the first two are readily recognized, the third defect is camouflaged by the enormous negativism and stubborn defiance with which these patients ward off any personal contact or treatment approach. The indiscriminate nature of this rejection reveals it as a desperate cover-up for an undifferentiated sense of helplessness, a generalized parallel to the fear of eating one bite lest control be lost completely.
The paramount importance of the third characteristic was recognized in the course of extended psychotherapy. Once defined, it could be readily identified early in treatment If the therapist communicated his awareness of the patient's sense of helplessness without insult to his fragile self esteem, meaningful therapeutic involvement became possible, avoiding the exhausting power struggle or futile efforts at persuasion that so often characterize treatment of these patients.
The discovery of this deep-seated ineffec-tiveness was surprising and seemed to stand in contrast with the whole of the early developmental history, which, according to the initial reports of the parents, appeared to an unusual degree to be free of difficulties and problems. The patients were described as having been outstandingly good and quiet children, obedient, clean, eager to please, helpful at home, precociously dependable, and excelling in school work. They were the pride and joy of their parents, and great things were expected of them, e g., improving the family fortune, making up for the parents' frustrations, or compensating for a disappointing or troublesome sibling The need for self-reliant independence, which confronts every adolescent, seems to cause an insoluble conflict, with their childhoods of robot-like obedience and with their lack of awareness of their own resources and initiative, and of their thoughts and feelings, not to. speak of their own bodily sensations
Under what conditions and in what kind of family setting does such a contradictory development occur as that of perfectionistic performance within a prescribed setting and of paralyzing impotence in the face of responsibility and independent expectations? The widely varying individual features of the family cannot be described here in detail. The mothers appeared to be conscientious in their concept of motherhood; often, they were women of achievement, or career women frustrated in their aspirations. Thev were subservient to their husbands in many details, and yet did not truly respect them The fathers, despite social and financial success which was often considerable, nevertheless felt in some sense "second best." They were enormously preoccupied with outer appearances, in the physical sense of the word, admiring fitness and beauty, but also expecting proper behavior and measurable achievements.
These were small families with 1-3 children, the patient being the only, the oldest, or the second child. The "disappointing" sibling for whom the anorexic was to compensate, in the view of the parents, was in four instances mentally retarded; in other cases, there was poor school performance, ANOREXIA NERVOSA aggressive behavior, allergy, death following a tonsillectomy, or loss through an abortion. The parents emphasized the normality of their family life, with repeated statements that "nothing" was "wrong," sometimes with frantic stress on "happiness," directly denying the desperate illness of one member.
Personality Development in Anorexia
Nervosa The chief question and unsolved problem is how does such a family, without dramatic signs of discord, transmit to one child such a disordered self awareness? To arrive at an answer, I felt it necessary to construct a model of personality development that was simpler, but also more generalized, than the traditional psychoanalytic theories. Behavior approached without preconceived ideas can be differentiated into two forms, namely, that initiated in the individual, and that in response to external stimuli This distinction applies both to the biological and the social-emotional field, and also to pleasure-and pain-producing states. These two modes of behavior are present from birth on, and in this light it is incorrect to speak of earliest infancy as a time of complete dependence on the environment. The latter view is true only so far as it applies to physical aspects of care, but it disregards the fact that the infant is not solely dependent on stimuli from the outside but has ways of letting his wants and needs be known.
Behavior in relation to the child can be classified as stimulating and responsive The interaction between child and environment can be rated as appropriate or inappropriate, depending on whether it serves survival and development or is retarding or destructive. These elementary distinctions permit the dynamic analysis, regardless of the specific area or content of the behavior, of an amazingly large variety of clinical problems.
Similar distinctions are used in experimental psychology, with the terminology of emitted and elicited behavior, and in learning theories, of operative and respondent behavior. Much the same concepts are used in PSYCHOSOMATIC MEDICINE 193 the detailed descriptions of early infantile behavior.
BRUCH
For normal development, it appears to be essential that stimulation coming from the outside and confirmation of the clues originating in the child are well balanced. Deprivation of the regular sequence of felt need, signal, appropriate response, and felt satisfaction may exert a profound disruption in essential early learning, resulting in disordered bodily functions and body concept. If the falsification of body awareness is severe, a person may feel that he does not own his body, and that he is not in control of its functions. There is an over-all lack of awareness of living one's own life, a conviction as to the ineffectiveness of all efforts and strivings. It is this psychic orientation that underlies the attitude of patients suffering from anorexia nervosa. Intensive family contact permitted detailed reconstruction of the early development of the patients in the series. The patients had been well-cared-for children for whom things were done, to whom things were given, often to the point of spoiling, and who had been exposed to many stimulating influences, in education, in the arts, in athletics, and the like. On the other hand, there had been a conspicuous deficit in encouragement of self expression or in reinforcement of what the children wanted to do. The outcome was pleasing compliance as a way of life, or indiscriminate negativism when progressive development demanded more than obedience. There was an almost complete absence of reliance on inner resources, ideas, or autonomous decisions.
One young woman of 19 became upset following a telephone conversation with her father during which he asked her whether she was happy: "Do / have to be happy for him, so that he can feel satisfied and does not need to worry?" As an explanation of her noneating, when she was 15 years old, she had said, "That was the only way that I could fight back. That was how I could hurt them-I did not think I was hurting myself."
A young man of 18 summarized his development by saying, on the occasion of her VOL. xxiv, NO. 2, 1962 bringing him an elegant present for which he had no use, "It did not matter what I wanted, or said I wanted, mother always did what she felt was best for me." Presents had always been a sore point, for they were an opportunity for his parents to give him what they felt he needed; he had never felt that he had the right to express wishes. As it turned out in treatment, he did not know what to wish for. ' Exaggerated as these reactions appear to be, they are not quite unrealistic. Evidence of disregard of the patient's needs and emotions can readily be recognized in the ongoing interaction and in the impervious attitude of the parents. Uniformly, in giving the histories, the parents focused on the weight loss as the only symptom and on the nuisance value of the illness. There was minimal awareness of the emotional problems and reactions of the patients, in the past as well as in the present. At times, there was a truly shocking discrepancy between the bland and unobservant report by the parents and the evidence of serious physical and emotional illness in the patient.
Although I have stressed the need to differentiate anorexia nervosa from malnutrition in other psychiatric disorders, the basic psychological issues are closely related to those of schizophrenia. Sometimes the picture becomes indistinguishable from that of chronic schizophrenia. A case in point is the young woman whom Will 6 described. Every detail he gives about his patient-the earlylife as a model child and the experiences during adolescence, when she became sick with what was called "pituitary cachexia," -coincides with the characteristic psychological disturbances of anorexia nervosa.
None of the patients in our group became quite as withdrawn or openly schizophrenic as Will's patient. The young man whose bizarre mannerisms most closely resembled those of a catatonic, increasingly so as time went on, at no time gave up a precise, argumentative way of speaking. When he felt he was well enough to leave the hospital, he denounced his conspicuous mannerisms as "silly" and would no longer practice them in public. His eating habits remained ahnonJ
